expenditure. This is a better way of getting at the true change at constant prices as it excludes the relative price effect. The manpower figures, however, are only available with such a long delay that they could not be used to produce the CSO's figures. For other types of spending the hospital price index was used together with the independent index of drug prices.
. Numbers in psychiatry showed little more increase than those in any other specialty. Thus the changes in the accounts as measured here do not imply some hidden change in service priorities.
Implications for Government policy
Much of the present discussion about expenditure on health services suggests that governments have considerable freedom of action to vary such spending over a three-to four-year period. How far is this an illusion? The Government takes several decisions that affect the growth and long-term pattern of expenditure on the NHS.
It varies the short-term and long-term outlook for aggregate spending. Thus it has to decide whether the NHS is to get more or less growth than other forms of public spending. In practice, the NHS over the past 10 years has tended to get towards the high end of the going rate in terms of increases in public spending. The outcome has been affected by changes in relative costs. Government policy would have led to a slow, long-term increase in NHS expenditure as a proportion of national income. But the picture has been confused by an occasional jump in this proportion as a result of a sudden increase in relative pay as in 1974-5.
The Government changes the rate of entry to medical training. Expansion of the intake of medical schools has been a high priority for most governments. The numbers entering medical schools have risen from about 1500 a year at the end of the 1950s to 3800 today with a planned intake of 4000 by the mid-1980s.
The Government makes statements of priority as among client groups. Thus over the past 10 years there have been numerous invocations of the need to spend more on the elderly, the mentally ill, and the mentally handicapped.
The present Government has stated that its policy is to devolve authority to the new health districts. Even with such decentralisation, however, there will still be certain decisions that will have to be taken by the Government. These include all the three groups of decisions listed above. They are, therefore, of more than historical interest and suggestions for improvement could still be of practical relevance.
The essential characteristic of government decision making has been the lack of relationship and the inconsistency between these various decisions. The essential result has been the lack of progress in the third group of decisions.
The actual figures suggest that the decisions on medical education set up a certain momentum in the long term. Doctors trained with a certain pattern of interest approach the service and a variety of local mechanisms then establishes a certain distribution of posts. Medical staffing together with its immediate forms of support become a first charge on finance. In bad years other forms of spending on support services and on nursing are adjusted downwards in order to allow additional spending on medical and technical staff to take place. Thus "zero growth" in continued on page 670 to consult formally on the district strategic plan as a whole. There would be similar consultation on the forward part of the operational programme which the district would take into account when it subsequently revised the programme for implementation. Talking Point-continued from page 668 health spending has had in the past different effects on different items in the health budget. The "economic" forces holding down spending on ancillary staff and on support functions are stronger than perhaps have been suspected before and certainly facilitate the process. Adjusted for the change in hours real inputs of ancillary staff services would have shown an actual fall in the period 1963-73. Those who campaign for more to be spent on neglected services do so usually on the tacit understanding that it would take three to four years for any changes to be made. They assume in effect that resources can be shifted between types of care fairly quickly and easily. But they fail to take account of this underlying momentum in spending on the more technical areas of the service.2 The evidence suggests that the Government's decisions have been inconsistent. On the one hand, it has been pressing for medium-term changes in the balance of care. On the other, it has been taking longer-term decisions that militate against these intentions. These have set up-together with the effects of technological change-strong pressures to spend more on certain kinds of staff and certain kinds of materials input.
At times the Government in pursuit of a changed balance between client groups has gone beyond exhortation to special programmes and to changes in procedures. Perhaps the most notable example of this has been joint funding, by which money from NHS budgets could be used for joint projects in community care with local government. This has been relatively successful in securing a higher level of expenditure than would otherwise have been the case on these services. Here the Government was acting in an entrepreneurial way. It introduced an innovation that aroused interest and increased the local pressures towards spending in certain directions rather than in others. It may well be that such entrepreneurial activities are in practice a more effective way of reaching a goal than the general exhortation. There is plenty of room for debate on the "right" directions for change in health spending and such decisions are bound to be heavily influenced by ethical or normative considerations. I believe that taking a certain set of goals as "given" national policies has been ineffective and inconsistent.
